ON  THE 

Diagnosis  of  Tubercular  Joint 


SURGEON  TO,  AND  LECTURER  ON  CLINICAL  SURGERY  AT,  THE 
EDINBURGH  ROYAL  INFIRMARY. 


&2.W3  2- 


ON  THE 


Diagnosis  of  Tubercular  Joint 

Disease. 

THREE  PAPERS. 

BY 

A.  G.  MILLER,  F.R.C.S.E., 

SURGEON  TO,  AND  LECTURER  ON  CLINICAL  SURGERY  AT,  THE 
EDINBURGH  ROYAL  INFIRMARY. 


(. Reprinted  from  the  Edinburgh  Medical  Journal , 1894  and  1895). 


PRINTED  BY  OLIVER  AND  BOYD,  EDINBURGH. 


MDCCCXCVI. 


No.  I. 


ON  THE  DIAGNOSIS  OF  CHRONIC  JOINT 
TUBERCULOSIS. 


I HAVE  selected  the  above  as  the  subject  of  this  paper, 
because,  in  my  experience  as  a hospital  surgeon,  it  is  not 
difficult  to  make  mistakes  in  the  diagnosis  of  tubercular 
joint  disease.  We  see  a very  great  number  of  these  at  the 
Edinburgh  Royal  Infirmary,  and  from  the  statistics  of  the 
hospital  reports,  I gather  that  the  propot  tion  of  tubercular  to  all 
other  joint  affections  is  from  three-fourths  to  four-fifths.1 

In  preparing  the  following  paper  I have  drawn  almost  entirely 
from  my  own  experience.  Consequently,  my  views  may  not 
coincide  with  those  of  other  surgeons.  I give  them,  however,  to 
the  profession  for  what  they  are  worth,  hoping  that  they  may  be 
of  use  to  some. 

The  affections  that,  in  my  experience,  are  liable  to  be  con- 
founded with  chronic  tubercular  joint  disease  are — The  hacmo- 
philic  joint ; the  hysterical  joint ; sarcoma  ; chronic  traumatic 
synovitis  ; syphilitic  synovitis  ; rheumatoid  arthritis  ; tubercular 
epiphysitis  ; tubercular  bursitis  ; and  tubercular  teno-synovitis. 
Before  dealing  with  the  differential  diagnosis  of  chronic  joint 
tuberculosis  from  these  various  affections,  I would  first  point  out 
what  I believe  to  be  the  leading  and  most  reliable  characteristics 
of  chronic  tuberculosis  of  the  joints  of  the  extremities.  These 
are  mainly  six  : — 

1.  Mode  of  onset — history  of  slight  injury,  or  none. 

2.  Appearance  of  joint — pale,  ovoid,  smooth,  etc. 

3.  Temperature  of  joint  slightly  raised. 

4.  Absence  of  pain,  except  on  movement. 

5.  Limitation  of  movement  by  muscular  spasm. 

6.  Atrophy  of  muscles,  especially  of  the  extensors. 

1.  The  Mode  of  Onset. — The  patients  who  mostly  come  to  us 
with  tubercular  joints  (children  and  adolescents)  are  very  liable 
to  have  injuries,  and  they  are  so  accustomed  to  these  that  they 

] In  this  calculation  I do  not  include  spine  or  sacro  iliac  cases,— only  the  joints  of 
the  extremities.  J 
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think  nothing  of  them,  but  immediately  forget  them.  Older 
patients  are  very  apt  to  remember,  or  at  any  rate  to  classify  their 
diseases  by  the  treatment  to  which  they  have  been  subjected  on 
their  account.  An  injury,  consequently,  that  has  received  no 
treatment  is  generally  forgotten.  There  may  be  no  history, 
therefore,  of  an  injury,  and  the  onset  is  said  to  have  been 
insidious. 

On  the  other  hand,  we  often  get  a history  of  a slight  injury 
which  caused  a slight  amount  of  swelling,  hardly  sufficient  to 
oblige  the  patient  to  remain  in  bed — or  perhaps  only  for  a short 
time.  The  child  goes  about,  limps  a little,  or  is  stiff  and  con- 
strained in  some  movements  (if  the  upper  extremity  be  affected), 
and  perhaps  cries  if  roughly  handled.  The  joint  does  not  get  well. 
The  swelling  comes  and  goes,  but  never  quite  disappears. 
Movement  becomes  more  restricted  and  painful.  Up  to  this 
point  inflammation  is  not  feared  by  the  parents,  because  the 
joint  is  not  apparently  inflamed.  Sometimes,  however,  a bone- 
setter  is  consulted,  on  the  supposition  that  the  “joint  is  out.” 
He  wrenches  the  limb  and  makes  things  much  worse,  and  then 
orthodox  advice  is  sought.  Every  hospital  surgeon  knows  that 
this  is  a very  common  history  which  I have  been  trying  to 
sketch. 

I believe,  therefore,  that  all  these  cases  originate  in  a slight 
injury  (I  never  saw  one  which  originated  in  a severe  one),  which 
is  not  treated  and  forgotten,  or  is  treated  in  such  a way  as  not 
to  bring  about  a perfect  recovery, — that  is  to  say,  the  joint  is 
never  properly  rested. 

2.  Appearance  of  Joint. — The  pale  and  rounded  or  ovoid 
appearance  of  the  joint  is,  of  course,  well  known,  having  origin- 
ated the  ancient  title  of  “ tumor  albus.”  The  skin  looks 
wonderfully  natural.  There  is,  however,  a smoothness,  due  to 
the  obliteration  of  the  normal  folds  and  furrows,  which  is 
peculiar.  There  may  be  some  unusually  distinct  superficial 
veins,  and  a number  of  long  silky  hairs, — if  the  patient  be  old 
enough. 

The  normal  prominences  of  bone,  which  give  the  distinctive 
external  features  to  each  joint,  are  smoothed  down  or  obliterated 
by  the  swelling,  and  this  gives  the  characteristic  rounded  or  ovoid 
appearance  to  the  tubercular  joint.  This  condition  is  sometimes 
made  out  properly  only  on  careful  comparison  of  the  affected 
joint  with  the  normal  one.  The  smooth  rounded  appearance  is 
explained  by  the  slow  increase,  and  cedematous  character  of  the 
swelling.  That  is  to  say,  the  swelling,  which  occurs  very  slowly, 
has  time  to  find  accommodation  in  the  hollows  and  convenient 
slack  places  in  and  around  the  joint,  where  there  are  no  restrain- 
ing attachments  of  ligaments  and  tendons. 

3.  Temperature  of  Joint. — This  is  usually  slightly,  but  distinctly, 
raised  as  compared  with  the  corresponding  healthy  joint.  This 
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rise  of  temperature  is  always  present,  and  denotes  the  existence 
of  an  inflammatory  process  in  the  joint.  Now,  it  must  be 
remembered  that  this  inflammatory  process  is  not  a slight  one, 
though  the  rise  of  temperature  is  slight,  and  though  the  external 
appearances  and  symptoms  may  lead  us  to  suppose  it  is.  lhe 
amount  of  disease  present  is  always  in  excess  of  the  apparent 
symptoms.  When  one  cuts  into  a tubercular  joint,  one  is  often 
surprised  to  find  the  amount  of  disease  and  destruction  that  is 
revealed. 

The  general  temperature  of  the  patient  may  be  raised  also, 
but  sometimes  it  is  normal,  or  even  subnormal.  If  raised,  it 
follows  a somewhat  irregular  course,  and  the  highest  point  is  not 
registered  in  the  evening,  as  in  other  inflammatory  affections,  but 
often  in  the  afternoon1  (hectic  type). 

4 and  5. — The  fourth  and  fifth  symptoms  I will  take  together, 
because  they  are  mutually  dependent  and  explanatory.  These 
two  conditions  are — Absence  of  pain  except  on  movement  and 
limitation  of  movement.  I might  perhaps  divide  this  very  char- 
acteristic condition  of  strumous  joints  into  three : — Apparent 
absence  of  pain ; pain  on  attempts  at  passive  movement ; and 
limitation  of  movement  on  the  part  of  the  patient.  This  double  or 
triple  condition  of  a joint  I consider  very  characteristic  of 
strumous  disease. 

We  all  know  how  patients  can  walk  into  hospital  (limping 
perhaps  more  or  less)  with  a hip,  or  knee,  or  ankle  joint  which 
is  distinctly  diseased,  and  perhaps  has  been  so  for  some  months. 
Again,  a child  may  come  to  us  who  holds  an  arm  in  a rigid 
manner,  who  nurses  it  carefully,  and  who  is  very  suspicious  of  its 
being  handled  ; and  yet  the  parents  will  say  that  it  does  not 
complain  of  it  except  when  it  is  touched. 

We  know  how  surprised  students  often  are  when  they  are  told 
that  such  joints  are  tubercular,  and  require  to  be  excised  ; and 
how  still  more  surprised  and  terrified  the  parents  are  when  told 
that  an  operation  is  necessary. 

The  absence  of  pain  is  what  deceives.  And  it  is  ignorance 
that  a joint  may  be  far  gone  with  strumous  disease  and  yet 
apparently  painless  (except  on  movement),  that  leads  to  the 
destruction  of  so  many  joints  ; for  the  early  stage  of  the  disease 
is  overlooked  or  not  diagnosed,  and  the  only  period  during  which 
perfect  recovery  can  be  obtained,  by  proper  treatment,  is  lost. 
Pain  on  movement  is  not  a symptom  peculiar  to  strumous  joints, 
but  absence  of  pain  except  on  movement,  associated  with  more 
or  less  fixation  of  the  joint,  is,  I think,  peculiarly  characteristic 
of  tubercular  disease.  I must,  however,  state,  to  prevent  mis- 
apprehension, that  when  the  disease  begins  in  the  bones  (as,  for 
example,  in  the  case  of  the  wrist)  pain  is  an  early  and  well- 

1 I am  indebted  to  my  friend  the  late  Dr  Brakenridge  for  having  drawn  my  atten- 
tion specially  to  this. 
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marked  symptom,  because  then  there  is  ostitis.  What  I am 
describing  is  the  disease  as  it  originates  in  the  synovial  mem- 
brane, which  is  the  more  common  mode  of  origin,  in  my 
experience,  except,  perhaps,  in  the  case  of  the  wrist. 

The  absence  of  pain  is  due  to  fixation  of  the  joint  and  to  the 
slight  degree  of  inflammation  present.  The  latter  is  subacute 
and  comparatively  chronic.  At  the  same  time,  though  slight  in 
degree  it  is  extensive,  as  I have  already  said,  because  it  usually 
involves,  sooner  or  later,  all  the  tissues  constituting  the  joint — 
bone,  cartilage,  periosteum,  synovial  membrane,  ligaments.  The 
condition  is  arthritis , — that  is  to  say,  an  affection  of  the  joint  as 
a whole,  and  not  a synovitis  merely,  as  it  is  sometimes  designated. 
This  latter  peculiarity  of  strumous  disease  explains  the  charac- 
teristic pain  on  movement,  for  with  movement  one  (or  more)  of 
these  structures  is  hurt,  and  pain  results.  They  cannot  all 
escape.  Indeed,  they  are  all  more  or  less  hurt  by  movement. 
'I  he  absence  of  pain,  therefore,  is  only  apparent,  being  due  to 
the  involuntary  fixation  of  the  joint  by  the  patient,  to  prevent 
the  pain  that  would  be  caused  by  movement.  The  apparent 
absence  of  pain  and  the  fixation  of  the  joint  have  the  same  ex- 
planation, and  that  is  why  I have  bracketed  them  together. 

That  the  rigidity  of  the  joint  is  due  to  muscular  spasm  is 
easily  demonstrated  in  the  early  stages  of  the  disease  (before 
destruction  of  tissue  and  adhesions  have  taken  place)  by  placing 
the  patient  under  chloroform,  when  free  movement  of  the  joint 
is  at  once  obtained. 

The  explanation  of  this  muscular  contraction  or  spasm  is  well 
known — it  is  reflex.  By  an  impulse  sent  from  the  diseased  joint 
to  the  spinal  cord,  and  a reflected  impulse  sent  to  the  muscles 
acting  on  the  affected  joint,  the  latter  is  fixed  or  splinted,  and 
painful  motion  prevented.  In  this  way  Nature  tries  to  bring 
about  recovery,  and  has  suggested  to  surgeons  the  method  of 
treatment  that  is  most  successful,  if  begun  early  enough,  viz., 
immobilization. 

The  affected  joints  (hip,  knee,  elbow)  are  generally  not  only 
fixed,  but  bent.  This  is  explained  by  the  well-known  facts  that 
the  flexors  are  more  powerful  than  the  extensors,  and  that  the 
joint  is  more  comfortable  when  bent  than  when  straight.1 

6.  The  last  symptom  which  I would  refer  to  as  specially 
characteristic  of  tubercular  joint  disease,  is  atrophy.  This  atrophy 
has  many  points  worthy  of  consideration  : — 

(i.)  It  affects  the  whole  limb  more  or  less. 

(2.)  It  is  greater  and  more  rapid  than  can  be  explained  by 
mere  want  of  use. 

1 This  rigidity  or  fixation  is  not  confined  to  tubercular  joints.  We  see  an  example 
of  it  in  “ hallux  rigidus ,”  where  the  great  toe  is  splinted  on  account  of  the  existence 
of  an  arthritis.  We  see  the  same  rigidity  in  the  spine  in  early  caries. 
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(3.)  It  is  more  marked  than  in  any  other  joint  affection. 

(4.)  It  specially  affects  certain  muscles  and  groups  of  muscles  ; 
each  joint  having  its  peculiarities,  which  are  very  constant. 

(1.)  In  strumous  joint  disease  the  whole  limb  atrophies.  This 
is  well  known,  and  I need  not  dwell  upon  it.  Witness  the 
shrunken  and  wasted  limbs  in  old-standing  hip,  knee,  shoulder,  or 
elbow  disease.  There  are  two  points,  however,  to  which  I would 
like  to  draw  attention.  The  atrophy  is  not  limited  to  the  muscles, 
but  affects  the  limb  as  a whole,  and  in  the  second  place  this 
atrophy  of  the  limb  is  apt  to  persist  even  after  recovery  of  the 
diseased  joint.  Of  this  there  are  many  examples,  which  must 
readily  occur  to  the  minds  of  all  surgeons.  I repeat,  the  atrophy 
is  of  the  limb  as  a whole,  muscle  and  bone  alike,  and  it  tends  to 
persist.  What  is  the  explanation  ? I believe  that  the  cause  is  a 
reflex  contraction  of  the  arteries  of  the  limb,  which  interferes 
with  nutrition.  I have  been  led  to  that  opinion  by  observing, 
when  I have  had  occasion  to  amputate  for  tubercular  joint 
disease,  that  though  there  may  be  many  active  vessels  in  the 
neighbourhood  of  the  disease,  the  main  arteries  are  always  very 
small.  I have  often  observed  the  latter  about  half  the  size  one 
would  expect  them  to  be  under  ordinary  circumstances, — in  a 
primary  amputation,  for  instance. 

(2.)  The  atrophy  is  greater  and  more  rapid  than  would  be 
caused  by  mere  want  of  use.  This,  I think,  is  now  generally 
admitted  and  recognised.  There  are  several  facts  which  go  to 
prove  this.  We  have  seen,  for  instance,  that  when  cases  present 
themselves  for  treatment  the  limb  is  still  being  used  to  a certain 
extent ; yet  there  is  in  such  cases  always  well-marked  atrophy. 

(3.)  The  atrophy  in  strumous  disease  is  more  marked  and 
rapid  than  in  other  joint  affections.  This  statement  I cannot 
prove  by  statistics ; I speak  merely  from  experience.  I 
thoroughly  believe  this,  and  more  than  once  a rapid  and  extreme 
atrophy  has  made  me  suspect  tubercle,  the  diagnosis  being  sub- 
sequently confirmed.  Muscular  and  general  atrophy  are  usual  in 
joint  affections  ; but,  I repeat,  they  are  most  marked  in  strumous 
disease. 

(4.)  The  atrophy  specially  affects  certain  muscles  and  groups 
of  muscles.  These  are,  stated  generally,  as  follows: — Hip, 
glutei ; knee,  quadriceps  extensor ; ankle,  extensors  ; shoulder] 
scapular  muscles ; elbow,  triceps  and  biceps ; wrist,  muscles 
arising  from  internal  condyle  of  humerus. 

I take  these  merely  as  examples.  The  flattening  of  the  hip 
and  loss  of  the  natal  fold  on  the  thigh  are  well-known  signs  of 
hip  disease.  The  wasting  of  the  quadriceps  extensor  in  disease 
of  the  knee  joint  is  also  familiar.  When  one  examines  the  thigh 
in  such  a case,  it  is  wonderful  how  little  seems  to  lie  between  the 
skin  and  the  femur  on  the  front  of  the  thigh.  Then  in  disease 
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of  the  shoulder  the  prominence  of  the  spine  of  the  scapula  from 
the  wasting  of  the  supra-  and  infra-spinati  muscles  is  very 
evident,  as  also  the  prominence  of  the  acromion  from  wasting  of 
the  deltoid. 


Pathological  Note. 

The  usually  accepted  explanation  of  atrophy  is  that  it  is  due 
to  a reflex  action  through  the  trophic  centres  in  the  anterior 
horns  of  the  spinal  cord.  But  why  does  the  atrophy  affect 
certain  muscles  earlier  and  more  than  others?  Hilton1  has 
pointed  out  that  the  same  nerves  which  supply  a joint  supply  also 
the  muscles  acting  on  that  joint.  In  this  way  he  explains  the 
unconscious  fixation  of  a diseased  joint,  which  always  occurs, 
and  to  which  I have  already  referred.  He  also  explains  the 
flexion  that  usually  takes  place  by  the  greater  power  of  the 
flexors  over  the  extensors.  But  he  does  not  explain  the  atrophy. 
Ferrier2  tells  us  that  extensor  muscles  are  always  earlier  and 
more  quickly  atrophied  than  the  flexors,  because  they  are  the 
weaker.  “ The  vitality  of  the  extensor  centres  and  nerves  is  the 
first  to  become  exhausted  by  any  condition  tending  to  lower  the 
vitality  of  the  nerve  centres  and  nerves  in  general.”  Charcot,3 * * 
further,  has  shown  that  muscular  atrophy  from  disease  of  a joint 
is  not  the  same  as  that  from  want  of  use, — the  latter  being  a 
fatty  degeneration,  which  the  former  is  not.  He  was  of  opinion 
that  nerve  irritation  alone  is  capable  of  determining  rapid  and 
early  atrophy  of  muscles,  and  that  the  diseased  joint  irritation 
does  so  markedly,  because  its  irritation  is  continuous.  He  points 
out  also  that  atrophy  started  by  joint  disease  is  apt  to  persist 
and  to  cause  general  atrophy  of  the  limb  (to  which  I have 
already  referred).  In  the  British  Medical  Journal * there  are 
references  to  investigations  made  by  German  and  French 
observers,  who  found  a simple  degeneration  in  the  atrophied 
muscles  connected  with  joint  disease.  The  muscles  “ were 
obviously  atrophied,  and  of  a paler  colour  than  those  on  the 
other  side,  and  they  had  lost  their  firmness  and  elasticity.”  The 
microscope  showed  “ no  trace  of  degeneration,”  but  the  “ fibres 
were  considerably  smaller  than  they  should  be.”  This,  it  appears 
to  me,  points  to  what  I have  already  suggested  in  my  paper  on 
Bier’s  Method  of  treating  Tubercular  Joints  by  Congestion,6  viz., 
that  the  reflex  action,  acting  through  the  trophic  centres  in  the 
anterior  horns  of  the  cord,  causes  a contraction  of  the  arteries. 
It  seems  natural  to  suppose  that  diminution  in  the  size  and 
power  of  a muscle  should  be  due  to  a diminished  blood  supply  ; 

1 Rest  and  Pain,  second  edition,  page  150. 

3 Lancet , 12th  August  1893,  page  386. 

3 Diseases  of  Nervous  System. 

* Epitome,  January  24  and  July  II,  1891. 

B Edinburgh  Medical  Journal,  February  1894. 
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and  if  the  object,  so  to  speak,  of  a reflex  action  be  to  cause 
atrophy  of  a muscle,  surely  the  quickest  and  surest  way  would 
be  to  shut  off  the  blood  supply.  Then  one  must  remember  that 
though  the  atrophy  begins  in  certain  muscles,  it  ultimately 
extends  to  the  whole  limb,  and  tends  to  persist.1 

Muscular  atrophy  cannot  be  due  to  muscular  spasm  in  the 
cases  we  are  considering,  because  the  muscles  affected  with 
spasm  are  not  those  most  atrophied — eg.,  in  the  case  of  the  knee 
the  hamstrings  are  most  contracted  and  the  quadriceps  is  most 
atrophied.  Again,  this  theory  will  not  explain  the  atrophy  of  a 
whole  limb — muscles,  bone,  and  all. 

Another  explanation  has  been  offered  of  the  muscular  atrophy 
in  tubercular  joint  disease : for  instance,  of  the  deltoid  in 
shoulder,  and  the  glutei  in  hip  affections,  viz.,  that  the 
tubercle  bacilli  enter  the  muscular  substance  from  the  subjacent 
joint  and  cause  a low  form  of  inflammatory  process  which  pro- 
duces the  atrophy.  No  proof  of  this  has,  however,  been 
adduced  ; indeed,  as  we  have  already  seen,  the  atrophy  has  been 
proved  to  be  a simple  one,  unconnected  with  any  degenerative 
or  other  change  in  the  substance  of  the  muscles  themselves. 

At  the  same  time,  one  must  admit  that  it  is  possible  that  the 
muscular  substance  is  tubercular  in  some  way,  for  it  has  been 
stated  that  muscle  juice  from  tubercular  animals,  when  injected 
into  guinea-pigs,  is  capable  of  infecting  them  with  tuberculosis. 

In  what  way  is  the  apparently  healthy  muscle  infective? 
Does  it  contain  spores  ? Are  bacilli  derived  from  the  blood  and 
lymph  vessels  ? How  do  the  lower  animals  get  their  muscle 
tuberculosis?  Why  has  muscle  tubercle  not  been  observed  in 
man  ? These  are  questions  that  suggest  themselves,  but  cannot 
be  discussed  in  this  paper. 

I now  take  up  the  subject  of  differential  diagnosis , and  this,  I 
hope,  will  have  been  made  more  easy  by  the  fulness  with  which 
I have  gone  into  the  diagnostic  points  of  tubercular  disease. 

I.  The  first  affection  I take  is  the  hcemophilic  joint.  The 
haemophilic  joint  is  very  like  the  tubercular.  There  is  usually  a 
history  of  an  injury  recently  inflicted  and  often  slight.  The 
joint  is  pale,  rounded  in  outline,  and  not  painful.  Flexion, 
however,  may  cause  pain.  There  may  be  some  muscular 
atrophy.  The  child  is  delicate-looking,  and  may  have  a 
suspicious  family  history,  some  relatives  having  died  of  tuber- 
cular disease.  The  diagnostic  points  on  which  I would  rely 
are  i.  Movement  of  the  joint  is  fairly  good,  and  is  not  resisted 

1 In  Holmes’  System  of  Surgery,  vol.  ii.  p.  209,  several  instances  are  given  of 
muscular  atrophy  resulting  from  contraction  of  bloodvessels  from  reflex  causes  and 
neuralgia  ; and  an  instance  is  given  of  atrophy  of  the  muscles  of  the  hand,  due  to  an 
injury  to  the  ulnar  artery.  Muscular  atrophy  from  lead  poisoning  is  also  said  to  be 
due  to  contraction  of  the  smaller  arteries. 
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by  reflex  muscular  contraction,  because  it  is  not  painful  if  done 
gently.  2.  Muscular  atrophy,  if  present,  is  not  marked,  and  does 
not  affect  special  muscles  as  in  tubercle.  3.  Marks  of  ecchymosis 
may  be  present,  old  as  well  as  recent.  It  is  quite  legitimate  in 
a doubtful  case  to  pinch  the  child  and  look  next  day  for  an 
exaggerated  ecchymosis,  which  is  sure  to  occur  in  a hemophilic 
case.  4.  The  history  of  previous  epistaxis,  or  bleeding  from  cuts, 
is  a valuable  help.  5.  If  the  joint,  or  some  other,  has  been 
affected  previously,  it  will  have  recovered  with  perfect  restora- 
tion of  function, — a state  of  matters  that  does  not  occur,  in  my 
experience,  in  tubercular  disease.  6.  Then  there  is  the  family 
history.  Bleeding  appearing  among  the  males,  but  transmitted 
through  the  females  of  the  family.  7.  Lastly,  time  will  show. 
In  a few  days  there  may  be  discoloration  over  the  joint  from  the 
soaking  through  of  the  blood  in  the  joint,  and  in  a few  weeks  the 
joint  will  get  perfectly  well  if  it  be  rested.  This,  of  course,  will 
not  occur  in  a tubercular  joint. 


The  Tubercular  Joint. 

1.  Slight  injury  some  months  before. 

2.  Joint  pale,  ovoid,  slightly  warm, 
boggy,  seldom  fluctuating  (patella  fixed 
in  knee  case),  and  synovial  membrane 
thickened  (cedematous). 

3.  Limb  fixed,  movement  painful,  and 
resisted  by  muscles. 

4.  Marked  muscular  atrophy,  especially 
of  extensors. 

5.  Presence  of  tubercular  affections 
elsewhere. 

6.  History  of  tubercle  in  family. 


7.  Patient  delicate-looking. 

8.  Rest  will  not  bring  about  a cure  in  a 
week  or  two. 


The  Httmophilic  Joint. 

1.  Recent  injury,  often  slight. 

2.  Joint  pale  or  slightly  discoloured, 
rounded  in  outline  (shape  that  of  simple 
synovitis),  warm,  boggy  or  fluctuating  (in 
case  of  knee  patella  movable). 

3.  No  fixation  or  pain  on  movement  if 
performed  gently. 

4.  Muscular  atrophy  not  a symptom. 

5.  Marks  of  ecchymosis. 

6.  History  of  hxmophilia  among  males 
of  family,  transmitted  through  females. 
History  of  former  bleedings  from  cuts  ; 
epistaxis,  etc. 

7.  Patient  delicate-looking. 

8.  Rest  will  cure  in  a week  or  two. 


In  this  connexion  I would  like  to  record  the  case  of  a boy  who 
has  been  frequently  under  my  care  for  haemophilia. 

A.  W.  came  under  my  care  first  when  about  4 years  of  age. 
He  had  an  enlarged  knee  joint,  which  was  diagnosed  as  white 
swelling,  partly  from  its  appearance  and  partly  from  the  history 
of  his  father  having  died  of  phthisis.  The  joint  was  treated  by 
rest,  and  improved  somewhat.  As  there  was  great  restlessness 
on  the  part  of  the  patient,  and  some  suspicion  of  starting  of  the 
limb,  the  actual  cautery  was  applied.  This  at  once  demonstrated 
the  true  nature  of  the  case,  because  when  the  sloughs  separated 
bleeding  commenced,  and  nearly  proved  fatal.  The  joint 
recovered  perfectly.  Since  then  the  boy  (who  is  now  I4jyears 
of  age)  has  frequently  been  under  my  care  for  epistaxis,  cut 
fingers,  and  effusion  into  a knee  or  an  elbow  joint.  When  last 
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seen  he  was  perfectly  well,  not  a trace  being  left  of  any  of  his 
joint  affections.  His  family  chart,  which  is  very  typical,  is 
appended. 

A.  W.,  set.  14,  schoolboy,  hxmophilic. 


Grandmother. 


I 

Son,  B. 


Son,  B.  Daughter. 
I 


Daughter.  Son.  Son. 

v y 


Daughter. 


Son,  B. 
A.  W. 


Son,  B. 

Large  Family. 
Non-Bleeders. 


Died  young. 


Son,  B.  Son,  B.  Daughter. 

Was  treated  in  Edinburgh  Royal 
Infirmary  for  htcmophuic  joint, 
in  Mr  Duncan's  Wards. 


Son,  B. 


Large  Family. 
Non-Bleeders. 


II.  The  hysterical  joint  is  sometimes  very  difficult  to  diagnose 
from  strumous  disease.  I have  treated  several  cases  in  which 
the  hip  and  knee  were  affected.  Two  cases  of  hysterical  hip 
occurred  in  ladies,  two  in  boys.  The  two  former  got  well  under 
massage,  counter-irritation,  and  change  of  air.  The  two  latter 
were  cured  at  once  by  circumcision.  Two  knee  cases  were 
females,  one  of  whom  has  been  under  treatment  for  several 
years.1 

In  regard  to  the  question  of  diagnosis,  the  points  I would 
depend  upon  are  : — 1.  Numerous  and  changing  painful  spots.  2. 
Want  of  definiteness  and  accuracy  in  symptoms.  There  is  a 
difficulty  in  making  out  what  the  condition  really  is,  and  there 
is  not  a true  ring  in  the  symptoms.  3.  The  patient  has  the 
peculiar  “shifty”  look  of  hysteria,  which  I cannot  describe,  but 
which  is  generally  easily  recognised  once  attention  is  directed 
to  it.  The  ovaries  may  be  tender,  etc.  4.  All  symptoms  dis- 
appear under  an  anaesthetic,  and  reappear  on  the  patient 
recovering  consciousness. 


The  Tubercular  Joint. 

1.  Joint  pale,  ovoid,  hot,  boggy;  large 
veins,  hairs,  etc. 

2.  Joint  fixed  ; movement  painful. 

3.  Pain  not  a special  symptom. 

4.  Marked  muscular  atrophy,  espe- 

cially of  extensors. 

5.  History  of  tubercle,  and  perhaps 
presence  of  tubercle  elsewhere. 

6.  Disease  progressive,  or  else  im- 

proving under  treatment. 

7.  Under  chloroform  distinct  evi- 

dence of  disease. 


The  Hysterical  Joint. 

1.  Joint  enlarged  ; nothing  definite  to 
be  made  out. 

2.  Joint  fixed  ; movement  resisted. 

3.  Hyperesthesia ; pain  at  varying 
points. 

4.  Limb  may  be  smaller,  but  there 
will  be  subcutaneous  fat. 

5-  Plistory  of  nervous  complaints. 
Evidence  of  hysteria  ; ovaries  sensitive, 
etc. 

6.  Disease  stationary,  and  no  im- 
provement from  local  remedies. 

7.  Under  chloroform  all  symptoms 
disappear. 


1 This  latter  case  is  very  interesting,  and  is  published  in 
20,  1894. 


The  Hospital  for  October 
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III.  Sarcoma  of  the  lower  end  of  the  femur  I have  seen  mis- 
taken for  tubercular  knee  joint,  and  I have  seen  several  cases  of 
advanced  tubercular  disease  of  the  knee  that  resembled  sarcoma 
in  external  appearance.  The  same  sort  of  thing  may  occur 
in  connexion  with  the  shoulder  and  other  joints.  The  resem- 
blance is  in  appearance, — that  is  to  say,  it  is  external  and 
superficial.  Both  conditions  present  a swelling  in  the  neigh- 
bourhood of  the  joints,  smooth,  rounded  or  ovoid  in  outline, 
with  engorged  superficial  veins  coursing  over  it ; warm  to  the 
touch  ; soft,  elastic,  perhaps  fluctuating ; often  especially  soft  at 
one  part,  as  if  pointing.  The  patient  is  probably  young  and 
delicate-looking,  gives  a history  of  an  injury  followed  by  a 
swelling,  which  enlarged  slowly  at  first,  and  then  more  rapidly. 
There  is  muscular  atrophy  of  the  limb.  These  symptoms  are 
common  to  both  conditions,  but,  on  closer  investigation,  we 
find  in  the  case  of  a sarcoma  that  the  swelling  began  on  one 
side  (where  the  injury  probably  had  been),  and  was  small  at  first 
and  localized.  At  this  time  the  patient  was  perfectly  healthy; 
but  he  began  to  show  evidences  of  delicacy  and  wasting  after 
the  swelling  had  existed  for  a month  or  so,  and  after  it  com- 
menced to  grow  more  rapidly  and  to  cause  pain.  We  find  also 
that  the  swelling  has  taken  only  a month  or  two,  instead  of 
several  months,  to  grow.  Then  on  examining  the  part  locally  we 
find  that  the  joint  is  really  not  involved.  Movement  is  possible 
(within  certain  limits)  if  carefully  performed,  there  being  no  true 
splinting  of  the  joint.  The  swelling  is  somewhat  to  one  side, 
and  the  patella,  though  lifted  up,  is  usually  on  one  side.  There 
may  be  pulsation.  Atrophy,  sometimes  considerable,  is  more 
general  than  in  tuberculosis. 

It  will  be  seen  that  I refer  to  advanced  cases, — i.e.,  of  several 
months’  duration.  It  is  only  in  such  that  I have  seen  difficulty 
in  diagnosis.  In  early  cases  there  ought  to  be  no  difficulty. 


Whitt r Swelling. 

1.  History  of  slight  injury. 

2.  Joint  pale,  ovoid,  warm,  boggy; 
enlarged  veins,  hairs  (if  suppuration, 
fluctuation,  pointing). 

3.  Limb  fixed  ; movement  painful. 

4.  Marked  muscular  atrophy,  espe- 
cially of  extensors. 

5.  Tubercular  history  and  tubercle 
elsewhere. 

6.  Comparatively  slow  growth. 

7.  Slight  rise  of  temperature,  which 
is  irregular. 


Sarcoma. 

1.  History  of  injury. 

2.  Swelling  near  joint  ; smooth, 
rounded,  warm,  elastic,  large  veins ; may 
fluctuate  at  parts. 

3.  Healthy  joint  may  be  made  out. 

4.  Muscular  atrophy  general. 

5.  No  tubercular  history  — patient 
healthy  till  tumour  began  to  grow. 

6.  Comparatively  rapid  growth. 

7.  If  rise  of  temperature  it  is  steady. 

8.  Growth  commences  at  one  side ; 
may  pulsate. 


IV.  Chronic  Traumatic  Synovitis  may  be  diagnosed  from  white 
swelling  by — 

1.  The  History. — Injury  usually  pretty  severe,  followed  by  an 
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acute  synovitis  which  is  not  completely  cured.  Family  history 
good. 

2.  Movement  fairly  free  and  not  painful,  unless  there  are 
adhesions. 

3.  If  adhesions,  then  flexion  is  painful  only  when  the  adhesions 
are  put  on  the  stretch.  In  other  words,  movement  is  free  and 
painless  up  to  a certain  point. 

4.  No  marked  muscular  wasting.  If  present,  it  is  general 
and  not  special.  To  put  the  thing  in  a nutshell,  this  is  a 
synovitis , whilst  the  tubercular  affection  is  an  arthritis. 

5.  Swelling  the  shape  of  the  synovial  membrane,  with  fluctua- 
tion (floating  patella  in  case  of  knee).  The  thickened  synovial 
membrane  may  be  felt  at  the  margin  sometimes. 


Tubercular  Arthritis. 

1.  Slight  injury  or  none. 

2.  Joint  pale,  ovoid  in  outline, 
slightly  warm,  boggy ; synovial  membrane 
cedematous. 

3.  Limb  fixed  by  muscular  spasm. 

4.  Marked  muscular  atrophy,  espe- 
cially of  extensors. 

5.  Tubercular  history  and  tubercle 
elsewhere. 

6.  Slight  rise  of  temperature,  of  irre- 
gular or  hectic  type. 


Chronic  Traumatic  Synovitis. 

1.  Pretty  severe  injury. 

2.  Joint  pale,  swelling  shape  of 
synovial  membrane,  fluctuation,  synovial 
membrane  thickened. 

3.  Joint  movable,  unless  adhesions, 
when  movement  arrested  abruptly  at 
certain  point. 

4.  Muscular  atrophy  slight  and  general, 
not  special. 

5.  No  tubercular  history  or  manifesta- 
tion. 

6.  Temperature  normal. 


In  this  connexion  I would  like  to  say  a few  words  on  two 
points  : — 1,  Adhesions  ; 2,  thickened  synovial  membrane. 

1.  Aditesions. — The  diagnosis  of  these  adhesions  is  usually 
easy,  and  they,  if  present,  aid  the  general  diagnosis  very  much. 
The  diagnostic  point  is  freedom  of  movement,  and  painless 
movement  up  to  a certain  point.  Then  come  both  pain  and 
fixation  of  the  limb  by  the  patient.  This  is  seen  best  in  the 
knee,  and  is  very  characteristic.  The  knee  may  be  used  fairly 
well  in  walking,  but  if  an  attempt  be  made  to  fully  flex  the 
joint,  acute  pain  is  produced  when  a certain  angle  is  reached, 
and  the  patient  at  once  resists.  Sometimes  the  patient,  antici- 
pating the  painful  stage,  resists  the  flexion  before  the  adhesion- 
point  is  reached.  This  is  very  different,  however,  from  the 
general  spasm  and  fixation  of  the  limb,  or  splinting  by  muscular 
contraction,  that  occurs  in  tubercular  arthritis. 

2.  Thickened  Synovial  Membrane. — This  is  most  easily  made 
out  by  pressing  on  the  margin  of  the  synovial  membrane  ; in 
the  knee,  for  instance,  at  the  upper  edge  of  the  pouch  above  the 
patella.  This  thickening  differs  from  the  oedema  of  tubercular 
disease  by  being  thinner,  firmer,  and  more  defined.  This  can  be 
easily  understood  when  we  consider  that  the  one  is  a genuine 
hypertrophy  of  the  synovial  membrane,  the  other  an  inflam- 
matory oedema. 
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V.  I shall  next  consider  syphilitic  synovitis , which  I have  met 
with  almost  solely  in  the  knee  joint.  This  should  not  be 
difficult  to  diagnose  from  tubercular  disease,  though  it  is  some- 
times difficult  to  differentiate  from  simple  chronic  synovitis  and 
rheumatoid  arthritis.  The  main  point  of  distinction  is  the 
history  of  the  case.  Previous  history  of  syphilis,  no  traumatism  ; 
not  unfrequently  bilateral ; not  giving  way  to  ordinary  treat- 
ment, but  improving  under  mercury  locally,  and  potassium 
iodide  internally. 


Tubercular  Arthritis. 

1.  Slight  injury. 

2.  Joint  ovoid  and  boggy. 

3.  Rigid  and  painful  on  movement. 

4.  Atrophy  marked  and  special. 

5.  May  be  multiple,  but  not  sym- 
metrical. 

6.  History  of  tubercle. 

7.  Tubercle  elsewhere. 

8.  Not  materially  benefited  by  mer- 
cury and  potassium  iodide. 

9.  Increase  of  temperature. 


Syphilitic  Synovitis. 

1.  Came  on  slowly. 

2.  Joint  shape  of  synovial  membrane  ; 
fluctuating. 

3.  Painless,  movable,  but  weak. 

4.  Atrophy  slight  and  general. 

5.  Sometimes  symmetrical. 

6.  History  of  syphilis. 

7.  Traces  of  syphilis  elsewhere. 

8.  Benefited  by  mercury  and  potassium 
iodide. 

9.  No  increase  of  temperature. 


VI.  Rheumatoid  arthritis  may  be  mistaken  for  tuberculosis. 
I think  that  they  are  not  unfrequently  confounded,  and  I have 
seen  cases  in  which  only  animal  inoculation  could  have  decided 
the  diagnosis  satisfactorily. 

In  early  cases  of  rheumatoid  arthritis  I would  rely  for 
diagnosis  on — 1,  The  presence  of  fluid  ; 2,  the  affection  of  other 
joints  ; 3,  the  aggravation  of  symptoms  (pain  especially)  by 
changes  in  the  weather. 

In  advanced  cases,  in  which  somewhat  acute  symptoms  have 
supervened,  diagnosis  from  tubercle  may  be  more  difficult. 


Tubercular  Arthritis. 

1.  Patient  usually  young. 

2.  Tubercular  history. 

3.  Tubercle  elsewhere. 

4.  Joint  ovoid  and  boggy. 


5.,  Joint  fixed  ; pain  on  movement. 

6.  Muscular  atrophy,  epecially  of  ex- 
tensors. 

7.  Not  affected  by  weather. 

8.  Slight  rise  of  temperature,  which  is 
irregular. 


Rheumatoid  Arthritis. 

1.  May  occur  at  any  age. 

2.  No  history  of  tubercle. 

3.  Rheumatoid  arthritis  of  other  joints.1 

4.  Joints  spindle  shaped ; synovial 
membrane  thickened,  and  containing 
fluid. 

5.  Joint  not  fixed  ; pain  on  movement, 
perhaps  lateral  movement  with  grating. 

6.  Muscular  atrophy  general,  with 
anrcmia. 

7.  Affected  by  weather. 

8.  Slight  rise  of  temperature. 


Having  recently,  through  the  kindness  of  Dr  Brabazon  of 
Bath,  seen  a number  of  cases  of  rheumatoid  arthritis  in  the 
Bath  Mineral  Water  Hospital,  I wish  to  add  the  following  to  what 


1 More  especially  those  that  are  most  used,  as,  for  instance,  the  fingers. 


I have  already  said  in  this  paper.  It  is  not  necessary  to  enter 
fully  into  the  pathology  of  this  affection, — that  will  be  done  by 
those  more  qualified  than  I am  ; but  I have  Dr  Brabazon’s 
permission  for  stating  that  the  main  characteristics  by  which 
he  recognises  rheumatoid  arthritis  are,  the  absence  of  pulmonary 
tubercle  and  generally  of  tubercular  family  history,  pain  and 
enlargement  of  the  joints  principally  used  (viz.,  fingers,  wrist, 
knees,  ankles,  and  also  of  the  temporo-maxillary  and  cervical 
joints).  Dr  Brabazon  usually  finds  the  palms  of  the  hands  and 
soles  of  the  feet  cold  and  damp.  He  also  has  noticed  anaemia 
in  advanced  cases,  and  a peculiar  and  distinctive  “ facies,”  which 
he  considers  very  characteristic. 

VII.  The  last  condition  that  I shall  contrast  with  tubercular 
arthritis  is  tuberculosis  occurring  near,  but  not  in  a joint. 
Under  this  head  are  tubercular  epiphysitis  and  tubercular  bursitis. 
The  former  may  involve  the  joint  early,  and  thus  become  an 
arthritis,  or  may  give  rise  to  an  epiphyseal  abscess.  The 
diagnosis  ought  to  be  easy,  and  in  my  experience  there  has 
been  usually  no  difficulty. 

The  point  most  to  be  relied  on  is  the  fixed  pain  in  the  epi- 
physis, increased  by  pressure,  but  not  by  gentle  movement,  and 
generally  worse  at  night.  In  short,  the  localizing  of  the  disease 
in  the  epiphysis,  and  not  in  the  joint,  settles  the  diagnosis. 


Tubercular  Arthritis.  Chronic  Tubercular  Epiphysitis. 

1.  Joint  enlarged,  ovoid,  boggy,  etc.  i.  Joint  free ; swelling  above  or  below 

joint. 

2.  Pain  not  a prominent  symptom,  2.  Pain  on  pressure  on  epiphysis ; 

only  on  movement.  worse  at  night. 

3.  Joint  fixed,  etc.  3.  Joint  not  fixed  usually. 

4.  Atrophy  of  muscles,  etc.  4.  Atrophy  not  so  marked  and  not 

“special.” 

5.  No  special  oedema  of  limb.  5.  Limb  cedematous  below  diseased 

part ; slight  collection  of  fluid  in  joint 

(symptomatic  or  sympathetic). 

6.  Slight  rise  of  temperature,  which  6.  Rise  of  temperature  more  marked, 
is  irregular. 

In  regard  to  tubercular  bursitis  the  diagnosis  is  sometimes  not 
so  easy.  The  bursae  that  I have  seen  most  affected  are — 1,  That 
oyer  the  trochanter  major  ; 2,  under  the  tendon  of  the  psoas  and 
iliacus  ; 3,  over  the  patella  ; 4,  under  the  ligamentum  patellae  ; 5, 
under  the  deltoid ; 6,  under  the  quadriceps  extensor  just  above  the 
synovial  pouch  of  the  knee  joint.  The  first  two  may  be  con- 
founded with  hip  joint  disease,  the  last  with  white  swelling  of 
the  knee  joint.  The  treatment,  however,  is  practically  the  same, 
so  an  error  does  not  much  matter. 

I have  found  these  bursal  affections  usually  connected  with 
disease  of  the  underlying  bone.  Whether  the  disease  commences 
in  the  bone  or  the  bursa,  I do  not  know  ; but  I would  be  inclined 
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to  suspect  the  bone.  I always  treat  these  cases  as  if  they  were 
joint  disease.  The  general  diagnosis  depends,  as  in  the  former 
instance,  in  localizing  the  disease.  If  the  joint  be  healthy,  the 
disease  must  be  elsewhere.  Pain,  swelling,  etc.,  will  then  localize 
the  diseased  condition. 

There  is  another  affection  to  which  I might  refer  here,  viz., 
tubercular  teno-synovitis  ; but  the  differential  diagnosis  of  this 
from  tubercular  arthritis  should  not  be  difficult  in  any  ordinary 
case. 

In  conclusion,  I wish  to  say  that  I do  not  submit  the  above 
descriptions  and  remarks  as  exhaustive  of  the  subject.  They 
are  intended,  being  the  outcome  of  my  experience  as  a hospital 
surgeon  during  the  last  twelve  years,  to  be  an  aid  to  others  who 
may  not  have  had  as  much  experience  as  I have  had  in  tuber- 
cular joint  disease. 


No.  II. 


ON  THE  DIAGNOSIS  OF  ACUTE  JOINT 
TUBERCULOSIS, 


Acute  tuberculosis  of  a joint  is  not  so  common  as  the  chronic 
form,  but  occurs  frequently  enough  to  make  a description  of  its 
symptoms  advisable.  It  has  to  be  diagnosed  from  acute  rheu- 
matic synovitis,  and  gonorrhoeal  or  septic  arthritis.  In  the  accom- 
panying Table  I have  inserted  traumatic  synovitis  merely  for  the 
purpose  of  contrast,  and  not  because  there  should  be  any  difficulty 
in  the  diagnosis  of  it  from  acute  tuberculosis.  The  latter  most 
resembles  septic  arthritis,  as  the  Table  well  shows. 

I.  Acute  tubercular  arthritis  may  follow  an  injury,  or  an 
operation  elsewhere,  or  it  may  be  one  of  several  manifestations 
in  a case  of  general  tuberculosis.  Lastly,  a previously  existing 
chronic  affection  may  become  acute. 

Of  the  first  cause  I have  seen  several  examples.  The  injury 
was  usually  somewhat  severe.  It  is  easy  to  imagine  how  a 
synovitis,  produced  by  a strain,  may,  in  a tubercular  subject, 
give  rise  to  an  acute  tuberculosis  of  the  joint ; and  how  quickly 
all  the  tissues  concerned  in  the  injury,  the  synovial  membrane, 
the  ligaments,  and  the  bones,  may  be  involved,  the  joint  becom- 
ing rapidly  and  hopelessly  disorganised. 

Of  the  second  cause,  all  surgeons  unfortunately  see  many 
examples.  After  an  operation  (say  excision  of  glands  or  of 
a joint)  general  tuberculosis  arises  from  dissemination  of  the 
tubercle  bacillus ; various  parts  of  the  body  may  become  affected, 
and  a joint  may  be  one  of  these.  When  a patient  becomes 
affected  in  this  way,  the  symptoms  closely  resemble  septic 
infection.  There  has  been  an  operation ; there  is  a sudden  rise 
of  temperature,  and  other  symptoms  of  acute  inflammation  ; a 
joint  is  swollen  and  evidently  acutely  inflamed.  There  has 
evidently  been  absorption  from  the  freshly-cut  surface.  Has 
septic  material  been  introduced,  or  is  it  the  pre-existing  tubercle 
that  has  given  rise  to  the  new  acute  inflammation  ? The  answer 
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to  this  question  must  be  decided  mainly  by  the  condition  of  the 
operation  wound,  and  by  the  characteristics  of  the  new  joint 
affection. 

Again,  one  or  more  joints  maybe  affected  in  a case  of  general 
tuberculosis  occurring  without  an  operation.  In  such  a case  the 
resemblance  to  acute  rheumatism  may  be  striking,  and  the 
diagnosis  uncertain  for  some  time. 

I have  seen  some  examples  of  acute  articular  tuberculosis 
which  apparently  became  ingrafted  on  a rheumatic  synovitis, 
and  have  published  a remarkable  instance  of  this.1 

Lastly,  I have  seen  acute  tuberculosis  appear  in  a joint  that 
had  previously  been  affected  with  chronic  tubercular  disease. 
In  such  a case  the  cause  was  usually  an  injury,  and  the  result 
a rapid  and  extensive  destruction  of  the  joint. 

II.  From  the  personal  and  family  history  much  help  may 
sometimes  be  obtained.  In  a tubercular  case  there  may  be  a 
history  of  family  proclivity  to  tubercle,  or  there  may  be  evidence 
of  a tubercular  affection  in  some  other  part  of  the  body.  Some- 
times, however,  the  patient  is  well,  though  probably  delicate, 
until  the  receipt  of  an  injury,  or  the  occurrence  of  a chill.  In 
such  cases  the  diagnosis  is  not  so  easy.  In  a septic  case  there 
is  a septic  cause— a wound  or  a septic  discharge.  In  a rheu- 
matic case  there  may  be  a history  of  rheumatism. 

Age  is  no  assistance.  All  the  various  affections  may  occur  at 
almost  any  period  of  life. 

III.  With  regard  to  the  mode  of  onset  little  need  be  said. 
The  advent  is  usually  sudden.  The  septic  form  is  probably  the 
least  painful,  while  the  rheumatic  is  certainly  the  most  painful, 
and  is  much  worse  at  night.  Effusion  into  the  synovial  cavity 
takes  place  rapidly  in  all,  but  least  in  the  tubercular.  In 
the  rheumatic  there  is  a dusky  redness  over  the  joint,  which 
(knee,  for  instance)  is  usually  flexed. 

IV.  The  condition  of  the  temperature  is  interesting  and  im- 
portant. In  the  tubercular  affection  the  temperature  is  pretty 
high — 102°  or  so.  It  goes  up  rapidly,  varies  somewhat  (about 
two  degrees),  and  is  highest  usually  in  the  afternoon  rather 
than  at  night  (the  hectic  type).  In  the  septic  joint  affection 
the  temperature  is  high,  sometimes  very  high  ; but  its  main 
peculiarity  is  the  varying  difference  between  morning  and 
evening — generally  three  or  four  degress  (the  pyaemic  type). 
Again,  in  rheumatic  synovitis,  the  temperature  runs  up  to  a 
very  high  point  progressively,  and  tends  to  remain  high  (the 
inflammatory  type). 


1 Edin.  Med.  Joum.,  May  1894. 
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V.  Sweating  is  also  an  interesting  and  peculiar  symptom, 
though  not  always  so  characteristic  or  reliable  as  the  tempera- 
ture. In  tubercle  the  sweating  is  again  of  a hectic  type,  occur- 
ring after  sleep  and  at  night,  and  associated  with  prostration — 
patient  feels  weaker  after  sweating.  In  septic  cases  the  sweating 
is  apt  to  occur  mainly  after  rigors.  In  rheumatic  cases  the 
sweat  has  the  peculiar  acid  character  that  is  supposed  to  be 
pathognomonic.  Prostration  and  emaciation  are  marked  in 
both  the  tubercular  and  the  septic  varieties  of  joint  affections — 
less  so  in  the  rheumatic. 

VI.  We  now  come  to  a symptom  that  is  very  characteristic 
and  of  great  diagnostic  value  in  tubercular  affections — viz.,  mus- 
cular atrophy,  which  is  rapid  in  its  progress,  and  affects  the  whole 
limb,  but  especially  the  extensors  of  the  diseased  joint.  We 
meet  with  nothing  like  this  in  the  other  affections  ; there  is 
wasting,  but  it  is  general  and  not  so  rapid.  The  explanation  of 
this  symptom  I have  dealt  with  in  my  former  paper. 

VII.  The  next  point  that  I have  laid  down  is  the  number  of 
joints  affected.  The  implication  of  several  joints  is  very  charac- 
teristic, and  almost  pathognomonic  of  rheumatism  ; but  the 
tubercular  and  septic  joint  affections  may  be  multiple  also.  Mr 
Duncan  has  pointed  out  that  in  acute  tuberculosis  several  joints 
may  at  first  be  affected,  the  disease  ultimately  settling  down 
into  one  only.  In  such  a case  the  resemblance  to  acute  rheu- 
matism is  considerable — there  being  at  first  simple  effusion  into 
the  joints — but  the  temperature,  which  does  not  rise  so  high  as 
in  acute  rheumatism,  should  clear  up  the  diagnosis.  The  im- 
plication of  several  joints,  then,  is  not  a reliable  symptom,  but 
when  it  occurs  it  points  in  the  direction  of  rheumatism,  espe- 
cially if  associated  with  a high  temperature. 

VIII.  We  now  come  to  a characteristic  of  tubercular  joint 
disease  that  is  somewhat  similar  to  what  we  find  in  the  septic, 
but  never  (in  my  experience)  in  the  rheumatic  joint  affection — 
viz.,  involvement  of  all  tissues. 

At  first  there  is  evidence  of  fluid  in  the  synovial  cavity.  (This 
is  sero-purulent  and  flaky.)  Then  the  ligaments  become 
softened  and  stretched,  and  lateral  or  other  abnormal  move- 
ment is  possible.  Within  a few  days  there  is  ostitis  affecting 
the  articular  surfaces,  with  separation  of  cartilage,  and  grating 
when  the  joint  is  moved  laterally.  In  short,  the  joint  may 
be  completely  destroyed  in  a fortnight  or  three  weeks. 

In  acute  rheumatism  the  synovitis  remains  a synovitis  as  a 
rule.  I have  seen  the  ligaments  involved  ; indeed,  they  generally 
are,  if  the  inflammation  be  permitted  to  run  on  unchecked.  I 
have  also  seen  the  bone  and  cartilage  affected  when  the  disease 
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has  become  chronic  ; but  I have  never  seen  the  joint  rapidly 
disorganised,  as  it  generally  is  in  the  tubercular  affection. 

The  septic  joint  stands,  as  it  were,  between  the  rheumatic  and 
tubercular  in  the  above  particulars.  It  begins  as  effusion  into 
the  synovial  membrane  (probably  purulent).  It  may  go  on  to 
complete  destruction  of  the  joint  (but  this  is  not  so  common  as 
in  tuberculosis),  or  it  may  recover  perfectly. 

IX.  The  tubercular  joint  contains  the  thin,  flaky,  sero-purulent 
fluid  characteristic  of  tubercle.  This  may  be  removed  by  aspira- 
tion, but  will  certainly  re-accumulate,  and  that  rapidly.  I believe 
that  it  never  is  perfectly  absorbed. 

On  the  other  hand,  the  septic  joint  effusion,  although  it  is 
probably  purulent,  is  capable  of  absorption,  and  may  not  recur 
after  removal.  The  rheumatic  effusion  is  very  readily  absorbed 
under  proper  treatment. 


X.  Having  now  gone  over  the  various  diagnostic  points,  which 
I need  not  sum  up,  as  they  arc  all  included  in  the  Table,  I would 
like  to  say  a word  in  regard  to  treatment.  Acute  tuberculosis 
should  be  treated,  if  possible,  by  amputation,  because  it  obstin- 
ately runs  on  to  the  utter  destruction  of  the  joint,  and  of  the 
patient  also,  if  left  alone.  I say  “ if  possible,”  because  when  the 
hip  and  shoulder  are  affected  amputation  may  be  too  severe  a 
procedure,  and  excision  may  be  the  safer  treatment.  At  the 
same  time,  I must  say  that,  in  my  experience,  excision  is  not 
generally  satisfactory.  The  tubercle  bacilli  seem  to  be  infiltrated 
beyond  the  limits  of  removal  by  any  ordinary  operation  for 
excision. 

In  the  septic  joint,  if  absorption  do  not  occur  under  carbolic 
fomentations,  then  incision  and  drainage  is  usually  the  best  and 
most  satisfactory  treatment,  with  passive  movement  afterwards, 
to  prevent  anchylosis. 

The  treatment  of  rheumatic  synovitis  that  I have  found  most 
satisfactory  has  been  thorough  soaking  of  the  joint  in  a towel 
saturated  with  a strong  solution  of  soda.  I have  seen  a rheu- 
matic effusion  disappear  under  this  application  in  twenty-four 
hours  ; and  I look  upon  the  action  of  this  remedy  as  being  as 
important,  from  a diagnostic  point  of  view,  as  the  administration 
of  potassium  iodide  in  syphilis.  For  example,  should  I have  a 
doubt  as  to  any  particular  joint  affection  being  rheumatic  or 
tubercular,  I would  consider  the  application  of  the  “ soda  towel  ” 
as  quite  sufficient  to  decide  the  diagnosis. 

XI.  The  last  point  in  my  Table  refers  to  prognosis  rather  than 
to  diagnosis.- 
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Acute  Tubercular 
Arthritis. 

Septic  and  Gonorrhoeal 
A rt hr it  is. 

Acute  Rheumatic 
Synovitis. 

Acute  Traumatic 
Synovitis. 

I.  Cause — injury,  op- 
eration, general  tuber- 
culosis. 

Cause — absorption  of 
septic  products  or  or- 
ganisms. 

Cause — rheumatism. 

Cause — injury. 

II.  History  of  tuber- 
culosis, personal  or 
family. 

History  of  septic 
wound  or  gonorrhoea. 

History  of  rheuma- 
tism, probably  of  chill. 

No  history  of  disease. 

III.  Sudden  onset; 
pain  not  very  severe. 

Rapid  effusion  into 
joint  — often  painless, 
following  rigor. 

Sudden  onset ; pain 
severe,  worse  at  night. 

Swelling  up  of  syno- 
vial sac  immediately 
after  injury. 

IV.  Temperature 
high  and  irregular ; 
hectic  type. 

Temperature  high 
and  jumping ; pyaimic 
type. 

Temperature  high ; 
inflammatory  type. 

Temperature  not 
very  high  ; steady  fall 
after  2nd  or  3rd  day. 

V.  Sweating— hectic 
— rapid  prostration. 

Rigors — sweating  — 
rapid  prostration. 

Acid  sweating — ema- 
ciation from  pyrexia. 

No  sweating  or  pros- 
tration. 

VI.  Rapid  and  great 
muscular  atrophy  of 
affected  limb,  especi- 
ally of  extensors. 

Muscular  atrophy 
marked,  but  general,  of 
whole  body. 

Muscular  atrophy, 
late  and  general. 

Atrophy  slight,  or 
none. 

VII.  Only  one  joint 
affected  usually. 

One  or  more  joints 
may  be  affected. 

Several  joints  affect- 
ed usually. 

Only  injured  joint 
affected. 

VIII.  Rapid  involve- 
ment of  all  tissues  of 
joint ; lateral  move- 
ment and  grating. 

Joint  may  become 
disorganised,  with  lat- 
eral movement  and 
grating. 

Synovial  membrane 
chiefly  affected. 

Only  synovial  mem- 
brane affected.  Re- 

covers in  a week  if 
properly  treated. 

IX.  Joint  contains 
thin  flaky  pus. 

Joint  contains  pus 
capable  of  absorption. 

Joint  contains  serum 
capable  of  absorption. 

Joint  contains  blood 
and  serum  capable  of 
absorption. 

X.  ^ Treatment — am- 
putation or  excision. 

Treatment — carbolic 
fomentations,  incision 
and  drainage,  or  ampu- 
tation. 

Treatment  — rest ; 
position  ; alkaline  fo- 
mentations ; counter- 
irritation. 

Treatment  — rest, 
pressure,  evaporating 
lotions,  etc. 

XI.  Risk  — death 
from  hectic  or  general 
tuberculosis. 

Risk  — death  from 
pyaemia. 

Risk  — hyperpyrexia 
— anchylosis  from  ad- 
hesions. 

Risk— none  usually. 

No.  III. 


ON  THE  DIAGNOSIS  OF  TUBERCULAR  DISEASE 
OF  THE  SACRO-ILIAC  SYNCHONDROSIS, 


TUBERCULAR  disease  of  the  sacro-iliac  synchondrosis  is  some- 
times difficult  to  diagnose,  and  is  made  out  only  after  pro- 
longed examination  and  by  a careful  process  of  exclusion.  The 
diseased  conditions  with  which  it  is  most  liable  to  be  confounded 
are  caries  of  the  lumbar  spine  and  disease  of  the  hip  joint.  In 
adults  the  disease  may  be  mistaken  for  sciatica  or  lumbago  ; 
but  as  it  is  most  common  in  children,  I shall  consider  chiefly  the 
differential  diagnosis  in  early  life. 

1.  The  three  affections  referred  to  above,  as  they  occur  in 
childhood,  being  all  tubercular,  have  the  same  general  symptoms. 
These,  therefore,  need  not  be  enlarged  upon.  There  may  be  a 
history  of  an  injury ; very  often  there  is  none,  the  affection 
having  come  on  insidiously,  and  it  may  be  far  advanced  before 
a surgeon  is  consulted.  There  may  be  a family  or  personal 
history  of  tubercle, — perhaps  both  ; and  the  child  is  generally 
delicate  and  strumous-looking.  These  are  the  general  charac- 
teristics of  tubercular  disease  as  presented  in  such  cases. 

2.  Let  me  now  suppose  that  a child  with  sacro-iliac  disease  is 
brought  before  the  surgeon.  The  child  may  limp  a little  and 
complain  of  pain  in  walking,  and  probably  does  not  stand 
straight.  If  he  be  told  to  lift  first  the  one  foot  and  then  the 
other  from  the  ground,  he  will  be  able  to  do  so,  and  to  stand  on 
either  foot,  provided  there  is  no  iliac  abscess.  In  a case  of  hip 
joint  disease,  on  the  other  hand,  the  child  will  not  be  able  to 
perform  this  action,  even  when  the  disease  is  in  an  early  stage. 
This  is,  therefore,  an  important  diagnostic  point.  If,  however, 
there  be  disease  of  the  lumbar  spine  the  child  will  not  limp,  but 
will  stand  and  walk  awkwardly  (lordosis),  and  attention  will  be 
directed  to  the  back. 

3.  If  the  child  be  now  laid  on  a bed  or  table,  his  position  when 
lying  on  his  back  can  be  noted.  In  sacro-iliac  disease  the 
position  will  be  but  little  altered  from  the  normal,  unless  there 
be  an  iliac  abscess. 
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Flexion  of  the  knee  and  hip  joints,  with  compensating  lordosis, 
generally  indicates  irritation  of  the  psoas  or  iliacus.  In  sacro- 
iliac disease,  therefore,  flexion  would  lead  one  to  suspect  an 
abscess  in  the  iliac  fossa,  from  disease  affecting  the  anterior 
aspect  of  the  synchondrosis.  In  spinal  caries,  on  the  other  hand, 
flexion  at  the  hip  indicates  a psoas  abscess  ; while  in  hip  joint 
disease  flexion  is  the  rule  with  or  without  suppuration,  and  is 
quite  characteristic.  In  the  last  affection  we  find  also  that  the 
child  does  not  lie  straight,  but  inclines  to  one  side  or  other, 
according  as  there  is  abduction  or  adduction  of  the  affected  limb. 

4.  On  turning  the  child  over  on  to  his  face,  or  on  telling  him 
to  turn  over  himself,  it  will  be  noticed  that  this  is  done  fairly 
easily,  and  without  pain,  in  a sacro-iliac  case.  When  the  child 
is  lying  on  his  face,  three  things  will  probably  be  noticed, — a 
certain  amount  of  atrophy  of  the  affected  limb,  slight  diminu- 
tion of  the  natal  fold,  and  yet  no  marked  flattening,  perhaps 
rather  a fulness,  in  the  gluteal  region  of  the  affected  side.  In 
caries  of  the  spine,  on  the  other  hand,  there  would  be  no 
difference  between  the  two  sides  ; while  in  hip  joint  disease 
there  would  be  marked  flattening  and  loss  of  the  natal  fold. 

Supposing  the  affected  side  to  be  the  fuller  of  the  two,  on 
closer  investigation  it  will  be  seen  that  this  fulness  is  due  to  a 
puffy  and  cedematous  or  fluctuating  swelling  situated  over  the 
sacro-iliac  synchondrosis  posteriorly. 

5.  In  making  this  investigation  pain  on  pressure  will  be 
elicited,  and  if  pain  be  produced  also  on  pressing  the  iliac  crests 
together,  diagnosis  of  sacro-iliac  disease  may  be  considered  as 
tolerably  certain. 

Pain  on  pressure  over  the  sacro-iliac  joint  may  be  an  early 
symptom,  the  mother  of  the  child  noticing  that,  in  washing  and 
dressing  the  child,  it  cries  when  that  region  is  pressed  upon. 
Sometimes  this  may  be  the  first  symptom  that  directs  attention 
to  the  child’s  condition. 

In  testing  for  pain  at  the  sacro-iliac  synchondrosis,  by 
pressing  the  ilia  against  the  sacrum,  lateral  pressure  should  be 
made  with  both  hands  on  the  iliac  crests.  Care  should  be  taken 
not  to  press  on  the  trochanters,  because  if  the  hip  joint  should 
be  affected,  pain  would  be  elicited  by  pressure  on  the  trochanters, 
and  a wrong  diagnosis  might  be  the  result.  On  the  other  hand, 
in  adults  who  are  suffering  from  lumbago  or  sciatica,  there  may 
be  pain  on  direct  pressure  near  the  sacro-iliac  joint,  but  in  such 
cases  no  pain  will  be  elicited  by  pressing  the  iliac  crests  together. 
It  is  the  twofold  source  of  pain,  therefore,  that  is  characteristic  of 
sacro-iliac  disease,  viz., — pain  on  pressing  directly  on  the  synchon- 
drosis, and  also  pain  at  the  joint  from  indirect  pressure  on  the 
iliac  crests.  At  the  same  time  I must  say  that  I have  seen 
cases  of  sacro-iliac  disease  in  which  one  or  other  of  these 
symptoms  was  absent,  or  only  very  slightly  evident. 
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In  hip  joint  disease,  on  the  other  hand,  pain  is  produced  by 
pressing  on  the  trochanter,  knee,  or  heel,  or  on  rotating  the  limb 
or  moving  it  in  any  way.  Indeed,  the  joint  is  usually  “splinted” 
by  muscular  spasm  to  prevent  all  such  painful  motion.  The 
spine,  again,  is  also  splinted,  when  diseased,  by  contraction  of 
the  muscles  on  either  side,  and  pain  is  elicited  when  flexion  is 
attempted  by  pressing  the  shoulders  down  on  the  spinal  column. 

6.  I will  now  take  up,  and  will  have  to  deal  with  at  greater 
length,  the  differential  diagnosis  of  cases  in  which  suppuration 
has  occurred. 

Suppuration,  with  the  formation  of  an  abscess,  may  occur 
either  on  the  anterior  (internal)  or  posterior  (external)  aspect  of 
the  synchondrosis. 

If  the  suppuration  be  anterior,  it  is  of  necessity  deeply  seated 
under  the  iliac  fascia,  and  is  difficult  to  recognise  in  the  early 
stage,  except  by  the  effects  it  produces.  The  main  symptoms 
are  flexion  of  the  thigh  on  the  abdomen,  with  corresponding 
lordosis  and  deep-seated  pain  in  the  iliac  fossa.  When  an 
abscess  has  formed,  swelling,  with  deep-seated  fluctuation,  will 
be  added  to  these  symptoms.  If  time  be  unfortunately  given 
for  the  pus  to  accumulate  to  any  considerable  extent,  the  iliac 
fossa  may  be  filled  with  a large  fluctuating  swelling,  or  the  pus 
may  overflow  in  various  directions,  to  be  afterwards  described. 

It  is  not  necessary  to  discuss  here  all  the  possible  causes  of  iliac 
abscess,  for  many,  such  as  perityphlitis  or  appendicitis,  are  not 
likely  to  be  mistaken  for  sacro-iliac  disease.  It  will  be  sufficient 
to  refer  chiefly  to  lumbar  caries  and  hip  joint  disease  as  before. 

When  the  abscess  overflows,  as  I have  mentioned,  from  the 
iliac  fossa,  it  may  do  so  in  one  or  more  of  several  directions, 
which  are  limited,  however,  by  the  attachments  of  the  iliac 
fascia.  I have  seen  the  pus  most  frequently  travel  upwards, 
probably  from  the  patient  lying  in  the  recumbent  position,  over 
the  ilium,  or  rather  over  the  top  of  the  synchondrosis  itself. 
The  pus  thus  gets  into  the  lumbar  region,  and  the  resemblance 
to  lumbar  abscess  from  caries  of  the  spine  is  considerable.  It 
becomes  an  ilio-lumbar  abscess.  Again,  the  pus  may  continue 
in  close  contact  with  the  synchondrosis,  and,  gravitating  back- 
wards, may  collect  posteriorly  and  lead  the  surgeon  to  believe 
that  that  aspect  of  the  synchondrosis  is  the  one  mainly  or  solely 
affected.  In  such  circumstances  it  is  difficult  to  say  what  is  the 
exact  origin  of  the  pus  until  one  has  opened  the  abscess  and 
explored  with  the  finger.  Even  then  one  may  be  mistaken, 
for  I have  seen  cases  in  which  the  channel  of  communication 
between  the  external  and  more  evident  abscess,  and  the  internal 
and  less  evident  source  of  suppuration,  was  so  small  that  only 
a very  prolonged  exploration  enabled  me  to  discover  it. 

There  are  two  other  directions,  in  my  experience,  in  which  a 
sacro-iliac  abscess  may  overflow, — viz.,  down  on  to  the  thigh 
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and  through  the  ischiatic  notch.  If  the  pus  travel  under 
Poupart’s  iigament  down  on  to  the  thigh,  there  will  be  a con- 
siderable resemblance  to  a psoas  abscess.  The  diagnosis,  in 
such  a case,  will  depend  on  general  symptoms  (such  as  pain  on 
pressure),  indicating  the  one  disease  or  the  other.  If,  on  the 
other  hand,  the  pus  should  travel  through  the  ischiatic  notch  on 
to  the  back  of  the  ilium,  there  will  be  a resemblance  to  hip  joint 
disease.  In  such  cases  I have  relied  mainly  on  two  points  in 
my  diagnosis : — First , free  movement  and  absence  of  pain  in 
the  hip  joint ; and,  second , the  possibility  of  pressing  the  pus 
back  into  the  iliac  fossa  through  the  sciatic  notch.  This  latter 
procedure,  of  course,  indicates  the  iliac  source  of  the  pus.  Con- 
firmatory evidence  of  sacro-iliac  disease  will  have  to  be  sought 
for  further,  because  pus  may  pass  through  the  ischiatic  notch 
from  other  sources. 

Again,  the  pus,  it  is  said,  may  gravitate  into  the  true  pelvis, 
but  I have  not  seen  any  example  of  this.  In  such  a case 
difficulty  might  arise  in  coming  to  a diagnosis,  unless  there  be 
distinct  evidence  otherwise  of  sacro-iliac  disease.  The  pelvic 
abscess,  felt  from  the  rectum,  might  lead  one  to  suspect  disease 
of  some  other  parts  (sacrum,  ischium,  coccyx),  or  appendicitis, 
or  cellulitis,  or  even  tubercular  peritonitis. 

Let  us  now  consider  the  case  of  abscess  on  the  external 
aspect  of  the  synchondrosis.  This  has  to  be  differentiated  from 
an  iliac  abscess  that  has  overflowed  on  to  the  dorsum,  from  a 
lumbar  abscess,  and  from  a chronic  abscess  lying  over  the 
posterior  aspect  of  the  ilium.  In  the  first  case  a communication 
with  the  iliac  abscess  may  be  made  out,  but  often  this  is  very 
difficult,  as  I have  already  said,  on  account  of  the  smallness  of 
the  aperture  of  communication.  The  lumbar  abscess  will  lie 
higher  and  will  be  associated  with  symptoms  of  spine  disease. 
A chronic  abscess  (tubercular),  on  the  other  hand,  apparently 
unconnected  with  the  synchondrosis,  may  be  met  with  in  this 
region.  It  will  be  recognised  by  its  circumscribed  character 
and  by  the  absence  of  symptoms  of  sacro-iliac  disease.  These 
abscesses  I always  look  upon  with  suspicion,  however,  because 
I generally  find  they  are  connected  with  latent  bone  disease, 
and  most  frequently  with  sacro-iliac  disease.  Even  when  I have 
incised  these  apparently  limited  abscesses,  and  scraped  them 
thoroughly,  and  been  unable  to  find  any  connexion  with  bone 
disease,  the  patients  have  returned,  not  unfrequently,  after  some 
months,  perhaps,  with  another  abscess  or  a sinus  distinctly 
connected . with  carious  bone.  The  condition  of  the  ilium, 
and  especially  of  the  synchondrosis,  should  therefore  always 
be  investigated  thoroughly  in  these  cases  of  abscess  over  the 
ilium. 

. .The  differential  diagnosis  of  sacro-iliac  abscess  from  lumbar 
llio-lumbar,  psoas,  ilio-psoas,  and  iliac  abscesses  is  not  by  any 
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means  always  easy,  and  one  must  proceed  carefully,  and  often  be 
content  to  reach  a diagnosis  by  the  lengthy  process  of  exclusion. 

There  is  one  source  of  iliac  abscess  to  which  I have  not  yet 
referred  particularly, — that  is,  from  perforation  of  the  acetabulum 
in  hip  joint  disease.  I have  seen  only  one  example  of  this  that 
I remember.  There  was  no  difficulty,  however,  in  making  out 
the  nature  of  the  case,  as  the  hip  joint  disease  was  very  evident. 
Indeed,  when  suppuration  has  occurred  in  connexion  with  hip 
joint  disease  there  is  generally  no  difficulty  in  diagnosis. 

In  all  old-standing  cases  with  sinuses  there  ought  to  be  no 
difficulty.  The  probe  usually  settles  the  matter.  The  difficulty 
is  in  the  way  of  treatment. 

7.  That  leads  me  to  say  a single  word  in  regard  to  treatment. 

In  early  cases  I have  seen  recovery  usually  occur  in  a few 
months  with  rest  and  extension,  supplemented  generally  by 
counter-irritation,  blisters,  or  Corrigan’s  cautery.  A Thomas’s 
hip  splint  should  be  worn  for  a month  or  two  after  the  swelling 
and  tenderness  have  subsided.  Recovery  is  usually  completed 
satisfactorily.  In  advanced  cases  of  sacro  iliac  disease  I have 
not  met  with  encouraging  results.  Abscesses  may  be  opened  and 
drained,  but  sinuses  are  apt  to  remain.  Carious  bone  may  be 
scraped  away,  but  the  disease  is  apt  to  return.  The  moral  is,  as 
in  similar  affections,  get  the  cases  early. 

I have  also  found  that  sacro-iliac  disease  in  adults  is  less 
amenable  to  treatment  than  in  children. 


Tubercular  Disease  of 
Sacro-1 Hoc  Synchondrosis. 


I.  General  symptoms  of 
tubercular  disease. 

II.  Slight  limp;  can 
siand  on  either  foot,  lifting 
the  other  from  the  ground. 

III.  No  flexion  at  hip, 
except  when  iliac  abscess. 

% 

IV.  Fulness,  rather  than 
flattening  of  gluteal  region ; 
natal  fold  slightly  altered. 

V.  Pain  on  pressure 
over  synchondrosis,  and 
on  pressing  ilia  together. 


VI.  Abscess  over  syn- 
chondrosis or  in  iliac  fossa. 

VII.  Treatment  by  rest, 
extension,  counter-irrita- 
tion, Thomas’s  hip  splint. 


General  symptoms  of 
tubercular  disease. 

No  limp,  but  attitude 
awkward  ; can  stand  on 
either  foot. 

No  flexion  at  hip,  except 
when  psoas  abscess. 

No  flattening  of  gluteal 
region  or  alteration  of 
natal  fold  on  one  side 
more  than  the  other. 

Pain  on  pressure  over 
lumbar  spines  and  on 
pressing  shoulders  down 
on  spine;  “splinting”  of 
lumbar  region  ; alteration 
of  lumbar  curve. 

Lumbar  or  psoas  abscess. 

Treatment  by  jacket, 
etc. 


T ubetxular  Disease  of 
Hip  Joint. 


General  symptoms  of 
tubercular  disease. 

Maiked  limp;  cannot 
stand  on  affected  limb. 

Marked  flexion  of 
affected  hip  joint,  with 
abduction  or  adduction. 

Flattening  of  gluteal 
region  and  loss  of  natal 
fold  on  affected  side. 

Pain  at  hip  joint,  on 
pressure  upon  trochanter, 
knee,  etc.,  and  on  move- 
ment of  affected  limb. 


Abscess  in  neighbour- 
hood of  hip  joint. 

Treatment  by  rest,  ex- 
tension, or  Thomas’s  splint. 
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In  conclusion,  I append  a table  of  contrast  between  sacro- 
iliac disease  on  the  one  hand,  and  lumbago  and  sciatica  on  the 
other,  because  there  may  sometimes  arise  difficulty  in  diagnosis 


between  these  affections  in  the 

Sacro-Iliac  Disease. 

1.  General  tubercular  symptoms,  history, 

etc. 

2.  Slight  limp  ; can  stand  on  either  foot. 

3.  No  flexion,  except  with  iliac  abscess. 

4.  Slight  muscular  atrophy  of  limb ; 

fulness  over  gluteal  region ; natal 
fold  slightly  affected. 

5.  Pain  on  pressing  over  synchondrosis 

and  on  pressing  ilia  together. 

6.  Abscess  over  synchondrosis  or  in  iliac 

fossa. 


Lumbago  and  Sciatica. 

1.  No  tubercular  symptoms  or  history. 

2.  L. — Rigid  back.  S. — Marked  limp. 

3.  L. — Lordosis.  S. — Marked  flexion  at 

hip. 

4.  L. — None.  S. — Atrophy  of  limb, 

hip  flattened,  and  fold  considerably 
altered  in  advanced  cases. 

5.  L.— Pain  on  pressing  on  lumbar 

muscles  or  fascire.  S. — Pain  on 

pressing  on  sciatic  nerve. 

6 No  abscess. 
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